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INTRODUCTION
During the course of this thesis 1 t will be
shown that rheumatic fever possesses certain features
wb.ich qualify it as a disease of public health s ig
nificance.
are {71):
l.

2.

These features as s et forth by Spekter

Involvement ot large numbers of the population.
Influence on the prevalence and course of the

disease by s oeial and economic .factors which
are not under the control of the individual.
3.
4.

Infectious nature, c losel y associated with
other infectious disease.
Measures for prevention of spread to s uscepti
ble individuals and to the patient himself' are
applicable.

According to Dublin (20), befat'e an effective ad

vance can be made in public health work with cardiacs,
the medical profession itself must be oonvineed that

heart disease is a legitimate field for public health
work.

The very nature of rheumatic fever has discouraged

its acceptance f or intensive attack by public health
officials.

The many disputed angles a nd bizarre mani

festati ons of the disease discourage public health of
ficials a nd confuse general practitioners, according to
Taran (80 l

.'-'
Swift points out that limited facilities force public health administrators to concentrate on other diseases which offer better opportunities for effective
~

control, and upon epidemic diseases which require quarantine measures(75).
The fact that the etiology of the disease is not
known has also retarded the development of a public
health program, as indicated by Paul (57), Swift(75),
and Taran (80).

Swift recalls to mind the rapid devel-

opment of public health control of tuberculosis following the discovery of the tubercle bacillus (75).

That

failure in identification of the etiological agent need

'-'

not prevent advancement in the therapy and prevention of
the disease has been shown by Swift (75) and Swift and
Cohn ( 76) •

They remind us of the number of cases of

malaria cured by cinchona bark before Laveran discoversl.
Plasmodium, and of the many manifestations of syphilis
controlled by mercury and potassium iodide prior to the
discovery of Treponema pallidum by Schaudinn and
Hoffmann.
Another feature of rheumatic fever which has made

...,.

it an unpopular choice as an object for public health
attack is the lack of reliable and specific diagnostic
tests for the disease (57).

\,,,,,,1
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The absence of rheumatic fever from tbs group of
reportable disease has also impeded control of the disease (71}.

w

In order that the effectiveness of a public

health program, or of a therapeutic regime of any type,
maybe evaluated, it is necessary that the disease be

made reportable.

According to Swift and Colm "health

officials object to making rheumat1.c .fever reportable
because we do not know the etiologic agent or the manner
of its spread, and because so many borderline cases
render a true picture impossible even were reports required".

However, such a view is unjustified, because

reports on other diseases of public health concem, such
'-...,I

as poliomyelitis, tuberculosis, syphilis, and gonorrhea,
are also incomplete (76).

Education of physicians as to

diagnostic criteria and nomenclature would improve the
accuracy of reports (71).
That rheumatic fever must not be ignored from a
public health standpoint is declared by Clark (14) who
considers heart disease a greater public health problem
than tuberculosis ar cancer.

Lord Horder, an 1n1'luent1al administrator of the
'W'

London County Council's Rheumatism Scheme, says rheumatic fever is "public danger number one of civilized mankind" ( 34).

...,,,
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,..,
An appropriate answer to those who discourage

the recognition of rheumatic fever as a public health
problem was given by Schlesinger when he pointed out
'W

that many writers paint too black a picture of rheumatic fever, and that to approach the social aspect of
the disease with a pessimistic attitude is only to accept defeat without attempting to fight (66).

.'-'

.._.

"'11
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THE INCIDENCE OF RHEUMATIC-FEVER
There are numerous factors which have retarded the

._

accurate determination of the incidence of rheumatic
fever and one of its ohief manifestations, rheumatic
heart disease, the main factors being, inconsistaneies

of medical terms, differences in criteria for diagnosis,
~d variations in the diagnostic acumen among examining
physicians.

Perhaps the most important factor~ however,

has been the almost universal exclusion

or

rheumatic

fever from the list of reportable diseases.
Sources of ini'orms.tion used in obtaining an esti-

,.._,

mate of the incidence of rheumatic fever are:
A.

Mortality rates from health departments and from
insurance companies •

B.

Autopsy reports from hospitals and clinics.

C.

Records of admissions to hospitals and clinics.

D.

Surveys of school examinations.

E.

Reports from Selective Service examinations and
from Army and Navy records.

F.
'W

Reports on the results of insurance examinations.
Collective reports from the sources given above in-

dicate that approximately one million people in the United
States have rheumatic heart disease (30).

Add to that

figure the number of rheumatic fever cases without de-

'-'

.
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monstrable cardiac involvement, and the large group
of children with rheumatic inf'ection, who, according
to Cohen (15) are not included in statistical studies
'W'

because they have not reached the attention of physicians.

In addition there are the families of rheuma-

tic fever patients, who also must suffer the economic
and social strain inflicted by the disease.

The sum

total is an appreciable segment of our nation.
A.

MORTALITY FROM RHEUllATIC FEVER AND RHEUMATIC
HEART DISEASE:

Huse states that according to reports of the
Bureau of the Census, rheumatic fever kills more school\_,/

age children than any other disease (83). See Table I,
page seven, for statistics.
Hedley, in a study of mortality from rheumatic
heart disease in Philadelphia for the year 1936, reports that for all ages, rheumatic heart disease was
exceeded as the cause of death by infectious diseases
only by tuberculosis, lobar pneumonia, and syphilis (28).
In persons under twenty years of age, rheumatic heart
disease was the cause of more deaths than pulmonary

w

tuberculosis, but fewer than all forms of tuberculosis.
Excluding pneumonia and bronchopneumonia, and diarrhea
and enteritis of infancy, it was the second largest

"""
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cause of death from infectious diseases (28)(30).
Rheumatic heart disease resulted in more deaths under

._.

twenty years of age than did whooping cough, measles,
meningococcus meningitis, diphtheria, scarlet fever,
and anterior poliomyelitis combined (28).
CAUSE

·-.,

5-9yrs 10-14yrs 5-l4yrs 15-19Yrs

Acute rheumatic fever

226

271

497

198

Diseases or
the heart

580

973

1,553

1,516

85% of diseases of tm
heart

493

827

1,320

1,289

Total caused
by rheumatic
fever

719

1,098

1,817

1,487

(Pneumonia & influenza)l,763
(Appendicitis)
1,273
(Tuberculosis)
Table I:

Estimated number

or

3,257

deaths caused by rheu-

matic fever among children 5 to 19 years, 1941 (modi-

fied from Huse, (38) (83)).
In 1928 the estimated annual death rate from rheumatic heart disease in England was 20,000 (53).

Ac-

cording to statistics given in 1942, the death rate
'W

from rheumatic fever, plus chorea, plus rheumatic heart
dise~se was two percent of all deaths in England and
Wales, and ten percent for the age group five to forty-

'-'
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five (55).

Hedley gives as an approximate figure for

the annual deaths from rheumatic heart disease in the
United States, 40,000 (30).
'WI

.Articles suggesting a decline in mortality from
rheumatic fever are plentiful, but most of them unfortunately, are without adequate foundation.

Some of the

more reliable indications of such a decline are given
by Emerson (23) and Galvin (26).

Emerson found that in

New York City from 1900-1903 to 1929-1931, the greatest
reduction in age specific death rates from heart disease
occurred in those decades or life when rheumatic heart
disease is commonest and most commonly fatal.

'-'

Galvin

points out that during the past twenty years (1923-1943)
rheumatic fever death rates in the five to twenty-four
year age group have decreased faster in the Middle and
North than in the South.
Among white industrial policyholders of the Metropolitan Life Insurance Company, the death rate at age
five to twenty-four from chronic he art disease has decreased from 27.4/100,000 in 1911 to 8.9/100,000 in
1941.

'W

During the same period c£ time, the death rate

from "acute rheumatic fever" has decreased from 7.2/100,000
to 1.7/100,000.

Because other diseases have decreased

faster, however, rheumatic fever has become relatively

'w

-s-

"'

more important as a cause of death, despite the marked
absolute decrease.

....,

As an example of the change of rela-

tive importance, rheumatic fever was responsible for
one out of every eight deaths from disease among children and young adults during the past decade, whereas
three decades ago the figure was one out of every
eleven (51).
It is evident from this group of statistics that
rheumatic fever remains important as a cause of death,
especially in the younger age groups.
B.

·'-'.

AUTOPSY REPORTS FROM HOSPITALS AND CLINICS:

Reports on the incidence of rheumatic heart disease
found at autopsy are rare in the 11 tere.ture.

Thompson

and Niehaus, in a survey of a series of l,423 autopsies
performed at the University of Nebraska Hospital, found
definite evidence of rheumatic heart disease in 4.27%
of the eases (82).

A similar project at the Jackson

Memorial Hospital in Miami, Florida, resulted in a report of 4% incidence of anatomical evidence of rheumatic
heart dise~se among autopsies performed from 1932 to 1936.

......

An amendment to the latter statement was given, namely,

that only 0.5% of the autopsies revealed rheumatic heart
disease originating in Florida (56) •

V
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C.

ADMISSIONS TO HOSPITALS AND CLINICS:
Hospital studies show a wide variation in the in-

cidence of rheumatic fever cases among hospital admissions.
W'

In detennining the percentages, figures used are the
ratios of ad:n11ssions due to rheumatic fever to total
medical admissions.

By using the number c:£ IIX'dical ad-

missions rather than total hospital admissions, variations caused by large surgical or obstetrical servlces
are eliminated (68).
In a study at the Children's Hospital and Clinic
and the Tampa Preventorium, 0.035% of medical admissions
were diagnosed as cases of rheumatic fever (4).

'-'

In

contrast, a similar review at the Doernbecher Memorial
Hospital for Children, in Oregon, discovered an incidence of 3.46% (3).

Intermediate rates of 0.13% (56)

and 0.58% (10) were also reported.

Investis_ator

...,

Location

Total
medical
admissions

Percent
due to
rheumatic
fever

Bitzer and Cook(4) Tampa, Florida

8,530

0.035

Nichol (56)

Miami, Florida

8,287

0.13

Carrillo (10)

San Jose, Costa 3,771
Rica

0.58

Bilderback and
Overstreet (~)

Oregon

3.46

Table II:

41197

Illustration of the wide variation of reported
hospital incidence of rheumatic fever, based on reviews
of hospital admissions to medical services.

I~
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Hedley in a five-year study of Philadelphia Hospitals, discovered 5,801 admissions for rheumatic heart
disease, rheumatic fever, chorea, and subacute bacterial.

.,;

endocarditis on a rheumatic basis.

The 5,801 admissions

represented over 50,000 patient days annually, and accounted for 2% of the total patient-days in general
hospitals and 7.5% of the total patient-days in children's
hospitals (31).
Christie announced the hospital incidence of rheumatic fever to be high in northern California, in contrast to a low general incidence of the disease in that
region (13).

'-'

McClendon, however, concluded from a study

of rheumatic fever in the southwestern states, that the
disease was much more frequent there than is claimed by
most investigators (50).
Upon examining the records of twenty-four hospitals
in the United States and Canada, Seegal, Seegal, and
Jost noticed that the case rate of rheumatic fever decreased progressively from latitude region 50-45 degrees
to latitude 34-29 degrees (68).

The figures for hospi-

tals within each division by latitude also varied widely,

._,

so that the variation by latitude is of not much greatasignificance than is the variation within latitude divisions.
A report by Glover in 1943 emphasized a recent fall

""
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in the incidence of rheumatic fever in London, as shown
by hospital admissions.

The number of cases admitted to

· hospitals under the London County Council •s Rheumatism
y

Scheme decreased from 2030 in 1938, to 358 1n 1942.

The

number of out-patients fell from 1885 to 733 during the
same period of time.

Although some reduction was a re-

sult of the remaining evacuation of children, and of restriction of facilities for their care, these factors

are not of sufficient magnitude to account for all of
the marked decrease.

The author stated that the rheuma-

tism scheme, efficient as i t was, e ould not be credited
with the large share of the improvement·.

"-'

Chief factors

in the reduction were suggested by the author as being:
1.

A probable change in the relationship between

man and the hemolytic streptococcus, either an
increase in man's resistance to the organism,
or a decrease in tho virulence of the organism.
2.

Decrease in poverty because of the increase in
employment.

3.

Provis! on of milk to all children and of
lunches to school children.

w

4.

Long "changes of air" due to evacuation of the
children to the country, thus decreasing urbanization (27).

V
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'-'
Swift remarks that, according to investigation by
the New York Heart Association, 12,605 new patients with

,_,.

rheumatic heart disease were admitted to cardiac clinics
of the New York Heart Association from 1932 to 1939, an
average of 1575 per year (45).
D.

SURVEYS OF SCHOOL EXAMINATIONS:

According to Miss Katherine Lenroot, Chief of the
Children's Bureau, United States Department of Labor,
approximately one percent of all school children in northern parts of the country suffer from rheumatic heart disease (39).

'-"'

A review of investigations of schools through-

out the country suggests that figure as being too high.
Taran gives 500,000 as a conservative estimate of the
number of school children in the United States who have
rheumatic heart disease (80).
Miller in 1928 estimated the incidence of rheumatic
heart disease among British urban elementary s c.b.ool children to be one and one-half percent to two percent.

In

the same article, the writer emphasized another relationship between rheumatic fever and the school, namely,

..,

school absenteeism.

Citing Menzies as his source of in-

formation, Miller declared that about twenty-five percent of all prolonged absences from London elementary

'-'
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schools are a result of rheumatic inf'ection {53).

In

1939, a similar report gave the figure as 26.7% {2).
Cahan mentions three factors which tend to lower
'W

the prevalence of rheumatic heart disease as indicated
by school surveys:
1.

"Children with grave heart lesions are unable
to attend any school."

2.

Some children with crippled hearts attend
special classes which are not included in
school surveys.

3.

There are children with definite or suspicious
heart lesions that are being missed because of
inadequate routine examinations of the chest (8).

'-"

For results of school surveys regarding prevalence
of rheumatic heart disease see Table III, pages 14a and
14b.

~

'V
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City and
1. *
Reference No.
San Francisco
(65)
13,338
Detroit
(46)
236,645
Lou:lsville,Ky.
(85)
41,905
Hochester,Minn.
(32)
1,328
F'hiladelphia
{8)
10,333
Philadel-i:hia
(g'
33,293
Cincinnati
(61)
85,389
Cincinnati
(88)
5,623
Andover, Mass.
(24)
910
Universities
University
of ~isconsin
(18)
86 Colleges &
Univ. of U.S.

28,139

2.

-lH~

NevJ Haven {60)
Better -;;--::--:;1H}(a)

(b)

1,144
1,123
1,863

k¾:•*

Year of
Re£ort

3.7;3!7

1.5;!.2

1938

5 to 6

1.4

1934

5.3

3.6

1941

7

---

1931

9.1

7.6

1929

6

3.8

1937

3.6

---

1939

16.7

10.2

i#

5.2;1.8

13. 2
14.2
19.3
20.8

1944

7

1944

-lt'"r.~~

1941

11.6

104,163

(29)

3.

1938

1934

(a)
(b) 1,628
Good
( c)
258 31. 0
Poor
(c)
332 48.1
Urban private ___ 168. About_6_ _
Foorer

..
'\,,J

# First figure indicates the number of cases
refer :-ed from the San Francisco Cardiac
Diagnostic Center study, and second figure
refresents results of examination of a sample
of the entire school population.
## Second figure includes those cases diagnosed
as being possible rheumatic heart disease.
1
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*-a

,~. . .~}*
--:~-~ .;~-~·

""ri'°i~r;~.. •!*

w

Number of children examined.
Incidence of organic heart disease No./1000.
Incidence of rheumatic heart disease No./1000.
Vast majority of rheumatic origin.
In the New Haven study, the schools surveyed
were classified according to economic status
of the students attending them. Better (a)
and poorer {a) refer to results of examination
of first grade pupils, and better (b) and
Foorer (b) to similar survey amor.g fifth grade
pupils. Good (c) and poor (c) indicate
results of study among junior and Benior high
school students.

Table III:

The Incidence of Organic Heart Disease and
Rheumatic Heart Disease as indicated by
Surveys among School Children.

'-'

..
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E.

REPCRTS FROM SELECTIVE SERVICE EXAMINATIONS AND
FROM ARMY AND NAVY HEALTH RECORDS:

w

Comparative studies of the incidence of rheumatic
fever and rheumatic be a.rt disease from these sources
are made difficult because an etiological diagnosis is
usually not given.

In a recent study of 42,273 eighteen

or nineteen-year-old white Selective Service Registrants,
however, the etiological diagnosis of heart disease was
included.

Results of that study showed 0.31% of the

42,273 to have been rejected from military service because of rheumatic heart disease.

'-'

The rate of rejection

for cardio-vascular disease as a whole was 1.98% in that
particular study {64).
Rowntree in a review of 13,000,000 physical examinations of Selective Service Registrants, ages eighteen
to thirty-seven, gave cardio-vascular disease as a cause
of rejection in 6.5% of the 4,049,000 rejectees {63).
That means a rate of rejection far cardio-va.scular disease among the 13,000,000 examinees nearly equivalent to
that in the smaller study mentioned above {2% compared
to 1.98% in the eighteen and nineteen-year-old group).

""

Assuming that the ratio of rheumatic heart disease to
cardio-vaseular disease in general is approximately the
same in the two studies, but realizing that the differ-

'-'
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ence in ages in the two groups will produce some variation, we can conclude that about 40,950 men have been

..

rejected f'rom military service due to rheumatic heart
disease, as of May 1, 1944 •
The number of men rejected from military

service

in World War I as a result of rheumatic heart disease is
not on record.

The rate of rejection for organic heaxt

disease was 30.74/1000 men, a total of 99,621 men (47).
Another phase of rheumatic fever which merits study
during time of war is the tendency of the dis ease to occur in epidemics w1 thin groups of the Armed Services.

Hench remarked about seeing 110 cases of acute rheuma~

tic fever among young sailors in a mid-western naval
station (6).

A complete report on epidemics of rheuma-

tic fever in the Armed Services has not been released
by the Anny and Navy, to date, but the presence of epidemics at naval stations and in the field, the North
African Theater, especially, has been rumored.
Dawson (6) contributes by saying, "Epidemics of

rheumatic fever are apparently prone to occur among
young recruits, especially those undergoing intensive

._,

training in concentrated areas.

Rapid change of personnel

seems to favor epidemic conditions."
Observati9n of epidemics of rheumatic raver is not

....,
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'-'
limited to the present war.

Following World War I,

investigation disclosed that epidemics of the disease
have also occurred in the British services (70).

w
F.

REPORTS ON THE RESULTS OF INSURANCE EXAMINATIONS:
In 1922, 4/1000 of all insured males in England

and Wales were reported to have manifestations of rheu-

matic fever (70).
See also insurance compe.n1 reports given under
section on mortality repcrts.

'-"
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FACTORS RELATED TO THE INCIDENCE OF

Riffl:UMATIC FEVER

A.~

._

It is almost universally accepted that rheumatic
fever is found more frequently in females than in males (8,
13, 18, 31, 43, 46, 58, 87, 29, 2).

The ratio most

often quoted is about fifty-five to forty-five, females
predominating.
Weiss, (85) in his series of 41,905 examinations,
found cases to be equally distributed between the sexes,
as did Cohn and Lingg (16) in a review of 3,129 dead

and

autopsied cases.

'-"

A study in Oregon revealed a reversal of the sex
ratio for rheumatic fever exclusive of chorea (3).
Thompson and Niehaus agree with the generally accepted ratio, as far as distribution among children is
concerned, but they find that among adults, the division
between the sexes is nearly equal (82).
B.

RACE:
The question of a racial factor in the distribution

....,

of rheumatic fever is a much disputed one.

Stroud and

Twaddle (72) consider the Negro to be somewhat more re~
sistant to the condition than is the Caucasian.

Rauh (61),

on the other hand, found the incidence to be greater amorg

'-11
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the Negro (0.26% of 73,074 white children had crganie
heart disease in contrast to 0.49% of 12,315 Negro
children).

...,.

Weiss,who detected no difference in the distribution of cases between the sexes, also failed to
recognize a racial factor (85).

O.

FAMILY:
Evidence of a strong familial factor in the in-

cidence or rheumatic fever bas been encountered by
investigators (3, 26, 69).
Christie's series included positive family
history of rheumatic fever in 32.4% of 116 cases (13).

'-"

Wilson (87) contends that the factor is one of
heredity, susceptibility to rheumatic fever being
tran~mitted by genes in accordance with the Mendelian
Laws of Heredity.

D.

~

Rheumatic fever is essentially a disease of children and young adults.

Hedley found in his study in

Philadelphia that only 2.7% of rheumatic fever cases,

.._

and 5.7% of rheumatic heart disease cases have their
onset after tm age of forty.

In fact, the onset oc-

curs before the age of twenty in 76.4%, 98.2%, and

'-"
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._._,.
69.1% of the cases of rheumatic fever, Sydenham•s
chorea, and rheumatic heart disease, respectively.
Admissions to Philadelphia hospitals for rheumatic
w

fever before the age of five are rare; likewise,
hospital cases of rheumatic heart disease after the
age of sixty are almost non-existant (31).
Author and
Place

Average(A), or
PeakW Onset

No.
Cases

5-12(P)

1000

Bach, Hill,
Preston,
Thornton(2)London
Christie (13)California

'-'

....,

Galvin (26)Virginia

54.5% from 7 to 10 yrs

7(P)

Rare before 2 or after 20

4-l5(P)

Jones (40 )Boston

8(A)

1000

Logan (46)Detroit

7.4(A)

211

Martin (48)New York

6-8(A)

1438

McClendon(50)California

6-12(P)

195

Shapiro (69)Minnesota

5-StfJ

Table IV:

Other
Data

Onset before 15 in 99%

Age at onset of rheumatic fever~

That rheumatic heart disease is more frequent 1n
older children than in younger age groups is illustrated

'--"
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'--'
by a report of Cahan.

He pointed out that only o.69%

of Philadelphia elementary school pupils possessed evi-

-

dence of mart disease, whereas 1.11% of high school
students of that city were so afflicted (8).
Age is also a factor in the prognosis of rheumatic fever.

Cohn ani Lingg believe that the earlier the

age at onset of the first attack, the greater the chance
of developing a "severe" infection.

A corollary to that

statement is that "less than one-half of

1

severe 1 in-

fections survive childhood, about one-tenth adolescence,
and less than two percent, the third decade.

Even when

•mild', only one-third survive to age thirty, and one-

'--'

tenth to forty-five" (17).
In Hedley 1 s Philadelphia hospital series, over
fifty percent of the deaths from rheumatic heart disease
occurred in individuals under thirty years of age, and
only three percent in patients over sixty.

Of 542 fatal

cases, death intervened in less than one year in thirteen and five-tenths percent, before five years in nearly
thirty-two percent, and in less than ten years in over

_,

forty-eight percent.

About three and five-tenths percent

to four and five-tenths percent of initial attacks proved
fatal (31).

\_,,I
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T9tal_CasesStudied Deaths %Dead
Overstreet (3r •••••••••••••••••••• 19.6

.,,,,

Hedley (31)

4538

5

18.6

Jones (40)

••••

10

24.2

Kaiser (43)

564

10

8.2

riiartin ( 48)

1438

20

29.9

Schlesinger {6_6J

1000

10

12.3

Table V : Examples of reported percentages of rheumatic fever cases which proved fatal.

E.

CLIMATE AND SEASONAL FACTORS:
Dampness appears to be a predisposing factor in

the production of rheumatic fever (57).

'-'

Observations

of Christie in California bear out this contention.
In California, the highest incidence of rheumatic infaction is found in the first four months of each year,
closely following December, January, and February, the
months of greatest coldness and dampness (13).

The in-

cidence of rheumatic fever attacks in London is correspondingly high.during their coldest, dampest, most
humid months of October through February (2).
Hedley {31) in America, and Morris and Titmuss (55)

..,,,

in England failed to find any relationship betvreen the
incidence or i'heumatio fever and climatic or seasonal
factors.

'-,I
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Paul and Dixon conducted a controlled experiment on the
influence of cold upon the prevalence of rheumatic feven

...,

Their study took the form of a survey of American Indian
school children from Northern, Middle, and Southern
regions.

The climate in all of the areas included in

the study were dry, thus eliminating the factor of dampness.

Tribes with similar habits and family types were

selected in order to provide a controlled study.

Identi-

cal criteria for diagnosis of rhuematic heart disease
also vrnre used am.ong the va.rious tribes.

Results of the

examinations of a total of 2 1 813 children were: rheumatic
heart disease in four and five-tenths percent of the north-

'-1

ern group, 0.5% of the southern tribes, and one and ninetenths percent of the intermediate group.

The investiga-

tors concluded from their study that cold 1s an important
factor in the incidence of rheumatic fever (59).
Galvin warns southern physicians that although the
outward manifestations of rheumatic fever in the South are
less severe than in the North, cardiac damage does develop
readily in the South (26).

..,,,

In an attempt to explain in part the disagreement
about climatic and seasonal factors in the incidence of
rheumatic fever, Bilderback and Overstreet offer in explanation the fact that the actual onset of an attack is diffi-

'-"

-23-

'-'

cult to determine because of its insidious character(~) •
F.

ECONOMIC:

Miller in 1928 observed that rheUll'latic fever is

..,

a "disease of the poor, but not of the poorest of the
poor."

Declaring rheumatic fever to be an environmental

disease, Miller offered as proof the results of experimental transfer of children from crowded, poor environments to residential schools, with the subsequent nearelimination of the disease in those groups (5:3).

Recent

writings of Hedley (31) and Weiss (85) concur with Miller's
statement concerning the economic class most frequently
attacked by the disea~e.

'-'

Logan found in 1934 that thirty percent of the

rheumatic fever cases in Detroit occurred in economically
good to excellent homes, while the other seventy percent
were from mediocre to poor environment (46).
The incidence of organic heart disease as related
to economic status bas been expressed in another way by
Rauh (61).

An extensive program of examination of school

children, ages 10 to 19, was carried out.

After dividing

the population into four economic levels, ranging from
1W

group I (low) to group IV (high), Rauh proceeded to correlate the incidence of organic heart diseas~ as determined
by tbe school survey, to economic status.

"-I
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Results of the study are recorded in TableVI.
Economic
Status
'W'

Child
Po£ulati on

Group (Lowest-up) 10 - 19 yrs
l
2
3
4

Patients

Percent

10 - 19 yrs

19,481
13,481
17,987

48
26

151843

10

62

0.32
0.2s

0.14
0.063

Table VI : A study of the economic factor in the prevalence of' organic he art disease {Modified from Rauh ►
Mcclendon of California reports that economic conditions do not seem to be contributory to rheumatic
fever in the southwestern states.

Similarly Kaiser of

New York minimizes the influence O·f econom.1.c status on

'-'

the incidence of rheumatic fever.

He believes that

hygienic surroundings, rather than social standing, is
the important factor involved (43).
Davis in 1933 observed that fluctuation in the
economic welfare of tle nation and the morbidity of
rheumatic fever do not correspond in such a way as to
indicate an economic factor in the prevalence of the
disease (19).
In 1941, Taran concluded that the incidence of
'W

rheumatic recvrrences after convalescent care is four
times as high in children who return to "poor" homes
as in those who have "good" home environments (78).

'-I
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G.

The Incidence of Heart Involvement in Rheumatic
Fever:
T~re is a general impression among rheumatic

.,

...

fever authorities that no heart entirely escapes attacks if rheumatic fever is present in the body.

This

attack may be so transient or minimal that it escapes
detect!. on.

Kaiser, in a series of 1,240 cases, dis-

covered carditis of varying degrees of severity in
sixty-four percent of the cases (43).

Hadley reports

a similar figure for clinically demonstrable cardiac
involvement, namely, sixty-three and three-tenths percent of 1,324 cases (31).

Cohn and Lingg found a some-

what higher rate of carditis in their study of 3,129

'-"

cases.

Nearly seventy-five percent of their series of

rheumatic fever cases possessed clinically manifest
ca rdiac involvement at some time during the course of
their disease (17).

Bilderback and Overstreet found

cardiac manifestatl ons in seventy-nine percent of their
rheumatic fever cases (3).
Besides knowing what percentage of the hearts are
likely to be attacked in rheumatic fever, it is desir-

...

able to be able to anticipate other probable outcome,
from such attacks.

Jones conducted a.study of 1,000

cases of rheumatic fever. The average time each case
was observed by him was ten years.
\,_I
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After the ten-year-

'-'"

observation period was over, a sunm:nry of the oases
at that time showed 242 to be dead, most of them as a
result of their rheumatic fever, 427 had definite rheu-

-

matic heart disease, and 310 potential rheumatic heart
disease.

Insu.f'ficient d~ta was obtained on 21 cases.

Of those having definite rheumatic heart dis0ase, 287
had no limitation of plysic~l activity, 119 had moderate limitation of function, and 21 were seriously handicapped.

A total of nearly 607 of the original 1,000

cases were able to carry on normal physical activity
ten years after onset of their disease.
H.

'-'

Incidence of Recurrent Attacks of Rheumatic Fever:
Shapiro found that of his cases of rheumatic fever

observed in Minnesota, seventy-seven and nine-tenths percent experienced recurrent attacks of the disease {69).
In his review of 564 cases, Kaiser discovered a recurrence rate of forty-nine percent during the first three
years after onset of the disease,forty percent recurrence
during the three to five years after onset, and only
twenty-five percent rate of recurrence in the five to
ten year after onset period.
~

great danger of recurrences during the first three years
after initial

'-'

.

Kaiser emphasized the

11

infection 11

(

43) •
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Of the 3,129 cases Cohn and Lingg studied,
seventy-five percent experienced at least one recurrent attack, fifty-one percent had two recurrences

._.

each, thirty-two percent, three recurrent attacks,
twenty percent, four recurrences, und twelve percent
had five or more recurrent attacks of rheumatic fever.
The authors concluded also from their study that the
most frequent, and hence most dangerous time for recur-

rences was in the five to fourteen age group, in other
words,before puberty (17).

This view is in disagree-

ment w:i. th the commonly announced belief that the first

five years following the initial attack are the danger
~

ye a.rs •

...,.

'-".
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A PUBLIC HEALTH PROGRAM FOR RHEUMATIC FEVER

,_,

The development of a public heal th program far a
disease which presents so many varied problems, as doo s
rheumatic fever, must of necessity bee gradual, extensive process,

Organization upon community, state, nat-

ional, and even international levels will be required.
No one plan will be suitable for each group adopting a
program, but there are certa;n phases of the general
problem to which each unit, no matter how small, can contribute.

These essentials of a general program for the

control or rheumatic fever are:
A.

'w

Education of the public and the medical profes-

sion concerning the problem of rheumatic fever and the
part each must play in the rheumatic fever program.
B.

Addition of rheumatic fever to the list of re-

reportable diseases.

c.

Case-finding and diagnosis of rheumatic fever.

D.

Further development of facilities for the care

of children found to be suffering from rheumatic fever.
E.

w

Continued research on rheumatic fever, its

etiology, nature, and methods for its control.

A.

EDUCATION OF THE PUBLIC AND THE MEDICAL PROFESSION:
Rheumatic fever has not thus far been adequately re-

~
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vealed as the "crippling" disease it is (74).

Polio-

myelitis, on the other hand, has been dramatized as
"The Crippling Disease".
'wl.

The difference between these

two conditions, as pointed out by Swift, is that poliomyelitis cripples obviously and rheumatic fever, insidiously.
11

Swift further discriminates between the two

cripplers".

Poliomyelitis strikes, effects its maxi-

mum damage, then withdraws, leaving only a traction of
those attacked disfigured.

Rheumatic fever, however,

attacks insidiously, "one attack apparently predisposing
to recurrences which induce progressive cardiac crippling,
eventually leading to deathtt (75).
~

It is this hidden

"crippling" which must be revealed to the public.
There is yet another "crippling" disease which has
eclipsed rheumatic fever in the eyes of both the public
and public health officials as a group, name)J,tuberculosis.

The situation can best be illustrated by examin-

ing the relative status of the two diseases.

In Boston,

approximately nine-hundred new cases of rheumatic fever
or rheumatic heart disease are disoovered each year (12),
whereas 878 new cases of pulmonary tuberculosis were re-

w

ported for 1938 (7).

The wide variation in facilities

for treatment of these conditions is impressive.

Al-

though Massachusetts provides 4000 beds for tuberculosis

'-"
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patients (49), only 117 special beds for rheumatic
fever c~ses are available in that state (12).

.,,

There are various channels through which the public or the medical profession, or both, can be reached,
six being as follows:
l.

Periodicals, including lay publications and pro-

fessional journals for physicians.
2.

School organizations, such as the Parent-Teachers

Association.
3.
3gencies.

Publicity sponsored by voluntary or private
The Metropolitan Life Insurance Company has

been active in an enterprise of this type (52).

'-'

4.

Special projects conducted by

the medical profession.

groups within

The New Yorl{ lie art Association

has always had as one of its objectives the creation of
interest in the control of rheumatic fever (62).
5.

Governmental agencies, an example being the

Crippled Children's Program under the sponsorship of
the Children's Bureau.

The role of this agency will

be described later under D.

....,

Care of the Child Ill with

Rheumatic Fever.
6.

Local, state, regional, and national clinics

and symposia on the organized control of rheumatic fever.
-31-
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B.

RHEUMATIC FEVER AS A REPORTABLE DISEASE:

Universal reporting of rheumatic fever cases would

.,

be of value first, in determining the si~e of the problem being attacked, second, in con tributing to the
knowledge of the character of the disease, and third,
in providing a measuring-stick whereby progress of the
rheumatic fever program might be judged.
A start has been made in this phase of the program.
Huse announced in 1941 that the disease was reportable
in Michigan, Iowa, the District, of Columbia, and Chicago (36).

Cincinnati has recently been added to that

list (88).

\wl

Largely through the influence of Hedley, another advancement was made.

The United States Bureau of the

Census agreed to a temporary separation of deaths, apparently due to rheumatic heart disease, from other cardiac fatalities (21).
C•

CASE-FINDING AND DIAGNOSIS OF RHEUMATIC FEVER:
It has been stated that the "first essential in

the program is an adequate medical diagnostic service (15).
'W'

As important as diagnosis itself is the securing of oases
for diagnosis.

The following have been suggested as be-

ing valuable sources of cases:

'-'
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1.

School or pre-school exaninations (71).

2.

Clinics (37).

3•

Private physicians {25).

4.

FEnnilies of patients (25).

5.

Insurance and industrial exam.in.a tions.

6.

School nurses (37).

7.

Visiting public :health nurses (25).

8.

Parents (37).

9.

Health departments (37).

10.

Teachers ( 37).

11.

Social-welfare agencies (25,37).

12.

Regular "routine" examinations which are to

~

be popularized by physicians (20).
13.

Records of "old c ases II from clinics, hospitals ( 71),
and school surveys.

14.

Selective Service records and Anny and Navy
health records.

It is evident from the above list that there are
amp::19 sources from vfuich suspected cases of rheumatic
fever can be obtained.
The supply of efficient physicians needed to per-

w

form the diagnostic work is not so adequate, however (36).
The problem of diagnosis ha.s been simplified somewhat
by the adoption of a unified system of classification of

'-'
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heart disease and criteria for diagnosis of heart
disease.

The classification referred to was arranged

by the New York Heart Association and later adopted
i-,

by the American Heart Association (75).

Rheumatic fe-

ver nevertheless continues to be noted for its difficulty in being diagnosed.

For this reason, it is im-

perative that practicing physicians and medical students be as well educated as possible concerning the
best in diagnostic methods.
In the experience of Stroud and Twaddle, convalescent hospitals have furnished excellent :material for
the instruction of both medical students and graduate
~

students (72}.
Galvin reports that a v a.luable method for teaching
medical studE11ts and student nurses about the handling
of problems of rheumatic fever is through the state
Crippled Children's Program {25).
The New York Heart Association, a long-time advocate of graduate training in management of heart dis-

ease, has assumed, in co-operation with other medical

--

groups, an active part in directing a graduate course
in the diagnosis and therapy of heart disease in children (62).
Because of difficulty in diagnosing the disease, it

'-'
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has been advised that, in addition to in:proving the
diagnostic acumen of physicians in general, physicians

...,

specially trained in work with young cardiacs be ns.de
available for consultation.
Cohn remarks that confirmation. "tba t no disease
exists is no less important than confirmation of a
definite diagnosis", because of the invalidism, worry,
and financial strain which the diagnosis of rheumatic
fever portends (15) •
Hedley (29) and Huse (36) also stress the importance of rheumatic heart disease.

That mis-diagnoses

are not at all rare is evident from Schlesinger's re~

port of about two hundred such cases referred to West
Wickham within ten years' time (66).
The

economic and social wasbe.to the patient, his

family, and his community, caused by mis-diagnoses of
rheumatic fever, justifies the expenditure of time and
money for their correction.

A more desirable practice

would be to prevent such mis-diagnoses by improving the.
quality of diagnostic services.
The diagnosis of recurrent attacks of rheumatic

•

fever offers another field fer education.

It is import-

ant for school
nurses and visiting nurses to be able to
.
recognize the more obvious signs and symptoms which sug-

'-ti
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gest recurrences, in order that they might refer the
cases for further diagnosis (38).

Parents and teachers

of rheumatic children also should be taught to notice

w

signs which indicate the need for referral to a physician (38).
D.

CARE OF THE CHILD ILL WI'l'H RHEUMATIC FEVER:

Huse, Regional Medical Consultant for the Children's
Bureau, h9.s presented a clear picture oft re fundamental
objectives in managing rheumatic fever cases.

According

to Huse, rheumatic fever is a long-drawn out, chronic,
recurrent disease requiring long-continued, competent, and

_.,

costly care.

The

primary aim is to prevent or minimize

damage to the heart, to the child's emotional life, to

his education, and to his later social adjustments (36) •.
Features which an adequate program for rheumatic fever
therapy must include have been stated by Bland (5) and by
LT ones

( 41. ) •
1.

The features are :

Adequate bedcare in the presence of even the

mildest active infection (5,41).
2.

..,.

Consistent,.competent medical, nursing, tnd medi-

cal-social observation and care available throughout the
various stages of the disease (41).
3.

All possible protection against respiratory in-

fection (5, 4l ) •

....,,,

4.

Supervised education during convalescense (5, 41).
-36-
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s.

Supervised recreation (5).

6.

Follow-up of inactive cases (41).

7.

Occupational therapy (41).

8.

"Studied appro a.ch to each patient and family ( 5).

'rhe Value of B.~-~~ in the Therapy of Rheumatic Fever:
Swift and Cohn in 1938 described a theory accounting
for the value of rest in the therapy of rheumatic fever.
The explanation given by them was that physiological
trauma upon the rheumatic lesions induces scar formation,
. hence the rationale of reducing the physical requirements
of the body with rest ( 76).

'-'

Protection against Respiratory Infection:
Although rheumatic fever has not been definitely
established as being an infectious disease, it is generally agreed that it is in some manner closely relatai
to upper respiratory infections caused by hemolytic
streptococci (41, 43, 44, 50, 57).
A

Canadian investigator, Keith, observed that about

two-thirds of the attacks of acute rheumatic fever seen

-

by him in 'Montreal were preceded by a "cold" or sore
throat (44).
Jones in 1941 wrote that every recurrence or increase
in severity of rheumatic fever which he observed the year
before, was preceded by either a hemolytic streptococcus

'-"
-37-

'-"
to make their grade, cardiac summer schools similar to
the one affiliated

with Radcliffe College are of value (81).

Another excellent scheme for teaching convalescent
w'

cardiac patients is the employment of students from neighboring colleges as tutors (81).
The school nurse occupies an influential position
during the child's period of readjustment to scl~ool.

Not

only does she watch for recrudescences of rheumatic activity, but she also attempts to prevent such recurrences
by controling the child's physical program.

Pacilities

for noon rest periods, hot lunches and dental care are
provided under her supervision.

'-'

Strenuous stair-climbing

and physical educational activities are also resticted
if she so directs (81).
The rheumatic child must be fortified not only with
a formal education, but also with an understanding of his
future life e.s a

II

cardiac".

If he can be taught to as-

sume res:c,onsi bili ty for his own care, much of his re sentment toward his physical handicap can be abolished (22).
Su.E,ervised Recreation:

..,,.

Bacal and Struthers consider "play n as a fundamental
approach to handling the following difficulties:
1.

The "fear and nostalgia in a new or pre-operative

patient • 11

V
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2.

"Bebe. vior problems which are apt to arise be-

cause of the feeling of isolation and confinement, in
patients requiring prolonged periods of medical treat"w

ment".
3.

The creation of confidence on the part of all

the patients.
These authors believe reading to be one of the
best types of recreation for the convalescent child;
they advise affiliation with a good juvenile lending library as a means of securing books(l).
The radio is also suggested by these investigators
as a source of recreational activity (1).
~

Martin has utilized music rmd dramatics as entertainment for convalescent groups.

The children are en-

couraged to write their own plays for dramatization, all
the members of the group being included in the community
productions ( 48}.
Terry mentions

11

The In-Bed Club" as a source of

amusement for the confined child.

With its own magazine,

badge, and membership activities,the club furnishes a
necessary part of an important addition to the social

..,,,

life of the convalescent cardiac child (81).
Follow-uE of Inactive Cases:
Taran contends that a rheumatic fever patient can
never be released from medical follow-up because ot

'1,,/

... 40 ..

~

danger of further acute attacks and cardiac damage (80).
A scheme for follow-up care applicable to most
rheumatic fever programs has been set up by Bacal and

w

Struthers.
1.

Essential features of the scheme are:

Periodic reporting of patients to the cardiac

clinic for a check-up vhich includes a complete physical
examination, blood sedimentation rate determination, and
if possible, electrocardiogram and x-ray of the heart.
Visits are made at weekly intervals for the first month
after discharge and every three months thereafter.
2.

Patients who fail to report as advised are con-

tacted by the Social Service Department.
~

Arrangements

are then made for the patient to be seen regularly.
3.

Upon discovering indications of renewed activi-

ty the case is referred for further treatment (1).
Terry includes in a follow-up program visits by
medical-social workers to the homes of th! patients.
During the visits, either home or clinic visits, interim histories of medical and social conditions affecting
the patient's case are acquired (81) •
Occupational Therapy and Vocational Guidance:

.,

Occupational therapy is closely related to both rereation and therapy.

If along suitable lines occupation-

al therapy serves also as vocational guidance (22).

.....,,

--.41-.
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An important function of occupational therapy is

to aid in minimizing self-interest and in discouraging
a tendency toward intro-spection (2~).

_,

Moon calls attention to the fact that individuals
who are merely handicapped by rheumatic heart disease
are incorrectly ignored in most therapeutic programs.
Because this group is of the most economic value, provision for their guidance in selecting suitable occupations is of the utmost importance {54).
Huse states that vocational guidance can be obtained
for cardiac children through state vocational-rehabilitati on services (84).

"-"

"Studied Approach to Each Patient and Family"
In order tha. t the re turn of a. child to his home wi 11
be a happy one, both the patient and his family must feel
adequate in handling the new situation.

Visiting nurses

and social workers can help to establish the.family's
self-confidence by explaining to them about the disease,
its home-management, and its inf'luence on the future life
of the family as a whole (22).
By keeping both the child and his :t:amily aware of

w

his future return to the home, the child may retain his
position in the family group, despite even prolonged absences for rheumatic fever treatment.

""
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Contact between

'-,,I

the patient and his family are maintained by visits to
the child by his family, and by conferences with medical.social agencies (15).

w

Social workers can, by supervising the construction
of budgets for those families in need of them, and supplementing funds if the family income is found to be inadequate, assist the parents in caring for their children
without financial strain, thus preventing a sensation of
failure as parents (22).
Terry reports tba t Mothers' Clubs are an effective
medium through which the cardiac child's family may be
reached.

'-'

After discussing the problems related to the

care of her dlild with women who experience similar difficulties, eachmother regains the confidence and courage
her important role demands (81).
There is a tendency toward neglect of other children
in the family of a rheumatic fever patient.

Equal oppor-

tunities and advantages must, however, be offered to all
the sibblings (15).
Because of the familial factor observed in rheumatic fever, other members of the f ami lyshould be examined

w

for the disease.

Care must be taken in observing a child

for recrudescences or te will be made so health-conscious
that he becomes psyc.boneurotic (15).

'-I
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Facilities for the Care of Rheumatic Fever Patients:
Essential to the control of rheumatic fever is the
provision of adequate care in each stage of the disease(41).
'v

Taran has outlined the disposition of cases according to phase of activity (Figure l.) (80).
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Figure 1. (From Taran)
There have been many experiments conducted in an attempt to establish one method of care as superior to all
others, but "at present there i~ no convincing evidence

'-'

that one type of management, in contrast to other methods, will influence differently the natural course of

the disease, if certain minimal requirements are met 11 (5).

'-"
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The relative merits of several of the methods of care
have been observed, however, and will be mentioned.

._,

The General Hosuital:
Taran, in a study of 2,200 cases at Kings County
Hospital, observed that about ten percent of the cases
required care in a general hospital equipped to provide
emergency treatment (80).

Taran states, however, that

the general hospital is not desirable for cases in
the acute phase because nactivity seems to flourish in
a hospital environment" (80).

Cobn discourages the use

of the general hospital for the convalescent care of
rheumatic fever because i~s beds are needed for acute

'-'

cas3s of other diseases (15).
Jones objects to the treatment of acute rheumatic
fever in general hospitals because of the dangers of
exposure to respiratory infections and subsequent flareups of activity (41).
Certain investigators have suggested that cases of
rheumatic fever be treated in general hospitals during
the acute phase, with transfer to institutions ror convalescence care, after cessation of rheumatic activi-

w

ty (15).

Swift condems this method because renewal of

activity frequently results while the patient is waiting
to enter one of the crowded convalescent homes (73).

'-'
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Sanatorium Care:
Taran believes sanatorium care to be especially
valuable in treating active acute rheumatic infections

._.

of long duration.

He found twenty-five percent of

2,200 cases to present special indications for sanatorial care (80).

In 1943 the same author reported a five-

year study of care at th! St. Francj s Sanatorium for
Cardiac Children.

From that experiment, Taran decided

that s anatorial care of rheumatic fever shows great
promise of being a valuable method of therapy, and that
the method merits further study (78, 79).
Hubbard and Griffin demonstrated in an experiment

'-"

at the Sharon Sanatorium, that the incidence of respira-

tory infections arid recurrences of acute rheumatic fever
tend to be low under sanatorial management.

Jui unusual

feature of this study was the fact that most of the day
and night, the patients were exposed to tie open air, even
in the coldness of the winter months (35).
According to Bland, sanatoriums are needed in larger
com.'11.unities for the treatment of the sicker group of
patients, and also to serve as centers for the study of
W'

rheumatic fever and its management (5).
Care in the Patient's Own Home:
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T.Vhi te declares that long-contil'lued care can
best be administered in

adequate, home-like surround~

ings (86).
'w

Because of parental love and sense of security,
care of the child in his own home is desirable.

Another

advantage of this form of management is that the patient
and his family can learn together about the various

stages of the disease and their care.

The child also

retains his place in the family group (22).
Education of the crild during this stage of care
can also be continued through the use of home-teachers
or tutors (86).

'-'

Other advantages of this arrangement are decreased
exposure to respiratory infection and a cost which is
variable, but probably less than hospital care ( 5).
Some objections to this method of care are:
1.

Inadequate facilities for laboratory studies {86).

2.

Clinical studies incomplete (5).

3.

0

of twenty-eight cases treated at home, fourteen required four weeks hospitalization first (5).

..,,,

4.

The wide variation in types of homes makes evaluation of the method difficult.

Intelligence

of the parents, economic level, and the number
of sibblings are important factors in judging

'-"

individual homes (41).
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5.

Follow-up trips to clinics or physicians' offices
expose the child to hemolytic streptococci in
waiting rooms and buses {75).

w

Care in Foster Homes:
Foster homes are usually private homes which are
located in residential districts and directed by trainEd
nurses ( 22).
There is less exposure to respiratory inf~ction
under this type of e are than under a hospital regime.
Education and good morale can also be maintained by
this scheme (86).
One of the big advantages of this met!:,.od over oth~

'w'

methods to date is its comparatively low cost.

Accor-

ding to a 1941 study, the cost of rheumatic fever care
in Boston was (5):
Massachusetts General Hospital

,7.50/day

House of the Good Samaritan

$3.50/day

Foster home

1
.

~1. 90/day

Disadvantages of this met:iod of management, in
addition to their inadequate n1.mIDer, are:

....,

1.

Lael~ of adequate labor"atory studies (86).

2.

Clinical studies incomplete (5) •

The Transportation of Patients to Sub-trorical Climates:
Because the incidence of rheumatic fever in Sub-

..._,
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tropical climates is believed to be low, the experimental transportation of 26 patients from New England
to Mian\i was performed.

w

Results of the e:xperiment were

not encouraging, and the authors remarked that further
study was needed on the subject (42).

Tappan is never-

theless enthusiastic about the possibilities which
transportation to Sub-tropical climates offers as a
method of care Q.f rheumatic fever (77).
The Status ofthe Adult with Rheumatic Heart Disease:
The adult with rheumatic

heart disease is ignored

in most rheumatic fever programs, but shouldn't be (76).
Dublin sugg0sts that sanatoriums be provided for

'-'

short periods of re-education of the adult man or woman
handicapped by rheumatic heart disease.

The program

would be designed to aid in readjustment of the "cardiacn
to his way of life, away from the worry and strain of
his home and place of work (20).
The London Countx Council's Rheumatism Scheme:
The year 1926 marked the beginning of London's organized effort toward control of juvenile rheumatism.
At that time, a special (67) unit of sixty beds was set

.,,,,

.

aside for convalescent care of rheumatic children.

Be-

cause the plan was so successful, it was extended to in-

V
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elude four special hospitals, with accomodations for
nine hundred rheumatic children.

The number of beds

now available under this plan assures an average period

._,

of treatment of six months for all children showing
signs of active disease (2).

Tm comprehensive scheme includes (2):
a.

Special Rheumatism Units which provide care
for children under sixteen years of age who
have active rheurnatism.

b.

Rheumatism Supervisory Centers mich advise
parents, teachers, and school doctors concerning future managomen t of the rheurr..a. tic child.

'-'

c.

Co-operative Supervision by the School Medical
Service.

d.

Studies· of home environment and correction of
defects found there.

e.

Vocational adviGe for the rheunlltic child.

f.

Central Co-ordination of the scheme, under
the direction of a Supervising Medical Officer vho al so is in charge of the research
and the annual report of the s cheme 's ac ti vi -

.,,,,,

ties.
State Programs for Care of Children with Rheumatic Fever:
In 1935, the passage of the Social Security Act pro-

V
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vided for the expenditure of $2,850,000 Federal funds
for the development of programs for crippled children.
rhe pro grams were to be conducted by the States.

1

w

The

definition of "crippled" was also delegated to the
States.

In 1939, the .American Academy of Pediatrics

succeeded in convincing Congress that rheumatic fever
was also a crippling disease of children, and as such,
requires inclusion in a program for the crippled child,.
An additional $1,020,000 annually was then authorized

by Congress, with the provision that part of the money
be used for rheumatic fever control (84).
Oklahoma was the first State to develop a ·rrogram

'-'

under this provision (33).

Seventeen States have thus

far approved programs for the care or children with
rheumatic fever or heart disease, the States being
California, Connecticut, District of Columbia, Idaho,
Iowa, Maine, Maryland, Michigan, Minnesota, Nebraska,
Oklahoma, Rhode Island, South Carolina, Utah, Virginia,
'Nashington, and Wisconsin.

About fifteen other States

have announced their interest in the program (84).
"The typical State rheumatic fever program serves

..,.

a small area of the State, usually from one to four
counties;it is set up in a locality where it is possible
to crganize a complete program of care for children with

V
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rheumatic fever or heart disease, including good medical, medical-social, and nursing services, and facili-

.__

ties f'or adequate diagnostic, hospital and sanitorial
care and aftercare." ( 84) •

The programs provide diagnostic services to all
children under twenty-one with heart disease or conditions leading to heart disease who live inthe area, but
only those are further treated vh o would otherwise be
unable to receive adequate therapy.
At the present time there are numerous rheumatic
fever programs in existance, each one attanpting to con-

'-'

tribute to the control of the disease.

What is needed

now is coordination of the many groups.

Because rheu-

matic fever "does not fit into any of the traditional
schemes of treatment, management, and control, a new
approach", as outlined in Figure 2. by Taran, will be
required to effect a solution to the public health
problem of rheumatic fever (80).

.

~
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E.

RESEARCH ON TBE ETIOLOGY, NATURE, AND CONTROL OF

RHEUMATIC FEVER
swift declares that a central agency, similar to

._,.

that in the London County Council's Rheumatism Scheme,
is needed in this countryto gather· and correlate re-

ports for all the units of the public health program (77).
Tre Convalescent Care Committee and tle

Research

Conm1Jttee, in collaboration with Cardiac Clinics of
the New York Heart Association, are attempting to make
a comparative study of' the different methods of treating

rheumatic fever (74).

The New York Heart Association

bas promoted a research program since its beginning (62).
The

\-,I

Chicago Heart Association also has as one its ob-

jectives the promotion of research {11).
Stroud and Twaddle consider hospital groups for
convalescan t care as excellent places for extensive research (72). Recently the United States Public Health
Service has become interested in the problem of rheumatic fever, and have undertaken laboratory and statistical investigations on the subject (75).
Interest in research has been intensified by the

...,

beginning of the crippled children's program.

The main

agencies employed in research programs at the present

time are:
1.

V

Hospital, clinics, convalescent homes, iaboratories •.
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2.

State crippled children's programs under the
sponsership of the Children's Bureau.

3.

._.

Voluntary or private agencies, such as tl::e
Metropolitan Life Insurance Company and

tm

Commonwealth Fund.
4.

United States Public Health Service.

5.

Groups within the medical profession such as

.

the American Heart As~ ciation, New York
. Heart
Association, Chicago Heart Association.

'-'

....,,
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CONCLUSION

'w"

Rheumatic fever, because of its prevalence,
chronicity, complex nature, and damaging effect
on the health of the nation, demands consideration
as a public health problem.
A

program for the control of rheumatic fever

must provide for the medical, social and educational management of the individuals attacked by the

'-1

disease •
Before the problem of rheumatic fever can be
solved, the. efforts of the various private and
public agencies involved in its control must be coordinated into one general rheumatic fever program.

..,
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